MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH I63=042‘708

D L P
EPARTMENT OF UBI.IRC H‘E‘AI.TDH':}IE WELFARR _L . Cacistration Disrict N 3000 . . N STATE FILE NUMBER
egll ration Distric f]' _______ 1. ﬁfﬁ- ——==Primary Ragistration District No, __wae? €& & Registrars No.

DO NOT WRITE
ON THIS STUB AMENDED

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessad lived. If institulion: Residence before
a. COUNTY Ada 11.. a. STATE M i ss ouPi COUNTY Ada 1 r admission)

b. CITY (If outside corporate limits, give TOWNSHIP anly) Length of stsy in 1b ¢. CITY
OR

- VS 300
Rev. 4/59

Inside Limite

TOWN Kirksville rs TOWN — Kibksville Yould MO

c. FULL NAME QF (If NOT in howpital, give lacation) Inside Limits d. STREET ({t cutside, give location)
HOSPITAL OR

ADDRESS
NSTTUTION Stickler Hospital v g0 Val, Miller Bldg, [0 MO

3. NAME OF DECEASED First Middta Last 4. DATE Month Day
{Type or print)

'not7
20017

Retide on Farm

DATE AMENDED

Year

WALTER E.  GLASPIE oM November 13 1963

5. SEX 6. COLOR OR RACE 7. Moarried [ MNever Married [J |8, mg[‘;qillsg 9. AGE (last birthday} | IF UNDER 1 YEAR IF UNDER 24 HR

Widowed [J Divorced [N Monlhll Days Hours Min.

Made White April 69
10a. USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 1T, BIRTHPLACE {City end state or country) | 12, CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)

Mechanlc Automabile Greantop, Moe A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME A 147 NAME OF HUSBAND WIFE
Georpge Glaspile Hettle ?

t5. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT K irwvi lle Mo
(Yes,'no}rbunhnown) {If yes, give war or dalas L4 b

-= H.E.Glasple,511-S=Marion

18. CAUSE OF DEATH (Enter only one cause por e v oy o ova 1o INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: QONSET AND DEATH

IMMEDIATE CAUSE () Myocarditis--acute 3 days

DOCUMENT

Conditions, if any, DUE TG (b}

which gave rise to

above cayse (a),

stating the under-

lying couse last. DUE TO (¢}
1 THER SIGNIFICANT coNDl'I'IONs CONTRIBUTING TC DEATH but no! refpred 3o the rerminal PART 111, If decassed was femole wos

PART 1. guuu condition given in PART | (a) there a pregnancy in layr 90 days,

l [ Yes 1 Ne l O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 10.)
PERFORMED? ] ] O .

YES O NO[O

20c. TIME OF Hou Morth, Day, Year
INJURY  a.m.
p.m.
20d. TNJURY OCCURRED Ste_ PLACE OF INJURY (2., in or about homa, | 201. CITY, TOWN, OR LOCATION COUNTY
" WHILE AT WORK [ farm, faciory, streer, office bldg., ete.) . )

NOT WHILE AT WORK [J
mov. 13, 1703

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Tov. 1L, 1903 —Kov. 13, 1503
21, | attanded the deceased from. 10: 30 I

“—
and last saw ;i alive an—
" on the date stated above, and to the best of my knowledge, from the causer stated.

Death occurred at

ar title) 22b. ADDRESS 2%¢. DATE SIGNED
107 E. Harrison, Kirksville, Mo.[11/13/63

23s. aumm CremaTION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City, Town, or county) (State)

FEET™ | 11-1501963 | Greenbpp Cemet. Gre Missouri

24. FUMNERAL DIRECTOR ADDRESS 25. DATE . BY LOCAL REG. REGIST S SIGNATURE
Davis & Davis,Kirksville, Mo, 720.0_“‘ 1 ¢L3 hea w‘@ gig

{Licensed Embalmar’s Statemen? on Reverse Side)

USE BLACK INK

2Za. SIGNATURE {0

TYPEWRITER RIBBON
SHOULD READ.

ITEM NO-

BY AFFIDAVIT OF




y tergaror L s 04

&

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by

Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embaimer No. hz 19

P.O. AddressK1pksville, Mo,

Note: The above MUST BE SIGNED BY THE, LICENSED EMBALMER in his OWN HANDWRITING. (Failure to corr;ply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his QWN handwrmng
If this body is not embalmed, fact should be so stated above.




